. O
Y day A PRINTED: 03/02/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES _ , FORM APPROVED
 CENTERS FOR MEDICARE & MEDICAID SERVICES Yy f 5 5-3-/¥ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 7)1% ) . COMPLETED
DoH ) _— _

STREETADDRESS, CITY, STATE, ZiIP CODE

215 HIGHLAND CIRCLE DRIVE
SIGNATURE HEALTH OF PORTLAND REHAB & WELLNESS CENT PORTLAND, TN 57448

NAME OF PROVIDER OR SUPPLIER

(X4)10 | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION L xey
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ° PREFIX | (EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG i CROSS-REFERENCED TO THE APFROPRIATE DATE
; i : DEFICIENCY) j

i TSHC of Portland does not admit that any deficiencies |
F 000 ! existed before, during, or after the survey. The facility

F 000 { INITIAL COMMENTS i
' ) reserves all rights to contest the survey findings through |
' . . . : IDR, formal appeal proceedings, or any administrative or§
_A rec.emﬂ'cahon survey and complaint : | legal proceeding. This Plan of Correction is not meant to
: mve_stlgatlon #43320 were Completed on 2/22/18 l establish any standard of care, contract obligation, and
at Slgnat}“‘e Healthcare of Portland. No | ] the facility reserves all rights to raise all possible I
] fﬁeﬁotgncngs were cited related to the complaint  * ! contentions and defenses in any type of civil or criminal |
! mvespgatlon #43320 under 42 CFR PART 483: i claim, action, or proceeding. Nothing contained in this '
Requxrements for Long Term Care Facilities. IE ‘ POC should be considered as a waiver of any potentially
Deficiencies were cited refated to the i applicable Peer Review, Quality Assurance, or self-critical
recertification survey under 42 CFR PART 483: ‘ examination priviledge which the facility does not waive
: Requirements for Long Term Care Facilities. ! and reserves the right to assert any administrative,

F 636, Comprehensive Assessments & Timing F 636 criminal, or civil claim, action, or proceeding. The facility

s8=p i CFR(s}): 483.20(b)(1)(2)(i)(iii) ! | offers its credible allegation of compliance as part of its

1 ongoing effort to provide quality of care to residents.

| §483.20 Resident Assessment

" The facility must conduct initially and periodically :
‘2 comprehensive, accurate, standardized ;
i reproducible assessment of each resident's ' i :
' functi ity. i ? :
| functional capacity What corrective action will be accomplished :
: for those residents found to have been :

: §483.20(b) Comprehensive Assessments :
affected by the deficient practice: %

1 §483.20(b)(1) Resident Assessment Instrument.

; Afacility must make a comprehensive

assessment of a resident's needs, strengths, On 2/22/18 the 14 Day Assessment for

‘goals, life history and preferences, using the ; resident #53 was updated to reflect use of a

 resident assessment instrument (RA) specified | .

| by CMS. The assessment must include at least feeding tube. :
i |

i the following: i ) . ) |
| (i) Identification and demographic information ! How will you identify other residents having
; the potential to be affected by the same

i (ii) Customary routine.

(:3) (ng?nnmxg igaatt'ter ns. r deficient practice and what corrective action :
. fon. r . |
: EV))Visior:" : will be taken :.

. (vi) Mood and behavior patterns.

| (vii) Psychological well-being On 2/22/18 a 100% audit of all elders with a
F :

| (viii) Physical functioning and structural problems. feeding tube was completed to ensure that
i (ix) Continence. their MDS Assessments reflected the use of a

I'
! g : . - i
 (x) Disease diagnosis and health conditions. | feeding tube. No deficiencies were found.
{ (xi) Dental and nutritional status. !

(8] DATE

‘—ABORATOR; D-\REDTOR'S OR PROVIDERISUPFLIER REPRESENTATIVE'S SlGl:lATU RE o TITLE
Moo Adpundratpr” 3/JA/%

Any deficiency statemenl@dino with an asterisk (%) denctes a deficiency which the institution may be excused from correcting providing it fs detérmined that
homes, the findings stated above are disclosable 90 days

other safeguards provide sufficient protection 1o the palients. (See instructions.) Except for nursing f
following the dale of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of Forr_ectton are disclosable 14
days following the date these documents are made avaitable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

Fa(;i-ll-iy 1D: \TN8305“ If continuation sheet Page 1 of 17

RECEIVE™ wap 1 5 2013

FORM CMS-2567(02-99) Previous Versions Qbsolele Ev'en( ID:PX4511



PRINTED: 03/02/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_ CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
445306 8. WING 02/2212018
NAME OF PROVIDER OR SUPPLIER SYREETADDRESS, CITY, STATE, ZIP CODE
SIGNATURE HEALTH OF PORTLAND REHAB & WELLNESS CENT AiHICHEANDICIRCEES DRIVE
' PORTLAND, TN 37148
(%4)ID l SUMMARY STATEMENT OF DEFICIENCIES : D | PROVIDER'S PLAN OF CORRECTION P9
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL {  PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG ' REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG ¥ CROSS-REFERENCED TO THE APPROPRIATE DATE
: : DEFICIENCY) :

1
|

F 636 What measures will be put into place/What
lsystematic changes you will make to ensure
ithat the deficient practice does not recur.

F 636 | Continued From page 1
 (xif) Skin Conditions.
i (xiii) Activity pursuit.
: {xiv) Medications.
| (xv) Special treatments and procedures.
+ {xvi) Discharge planning.
i (xvii) Documentation of summary information
i regarding the additional assessment performed
i on the care areas triggered by the completion of
i[the Minimum Data Sel (MDS).
; (xviii) Documentation of participation in How will the corrective actions(s) be
) .assessm.em' The assgssment process_mu'st ! monitored to ensure the deficient practice
{include direct observation and communication |
t with the resident, as well as communication with
i licensed and nonlicensed direct care staff
- members on all shifts.

1
i
].'
!
i
[
i

‘On 2/23/18, MDS coordinators were :
.educated by facility administrator and l
‘regional MDS Consultant that G tubes must
be reflected on assessments when indicated.

1
i

will not recur:

Beginning 2/26/18, a weekly list of all elders
with a G tube will be sent to the Regional

| §483.20(b)(2) When required. Subjectio the MDS Consultant to ensure that assessments
 timeframes prescribed in §413.343(b) of this ! f foedi b &

i chapter, a facility must conduct a comprehensive capt_ure HEeIoF ceding tioes. RS0l days, 3
‘ assessment of a resident in accordance with the list of all elders with a G tube will be sent

: timeframes specified in paragraphs (b)(2)(i) monthly to the Regional MDS Consultant to

: through (iii)'of this section. The fimeframes ensure that assessments capture use of
| prescribed in §413.343(b) of this chapter do not | feeding tubes. Beginning 2/26/18 a 100%
i apply to CAHs. : : ) '

| audit of assessments of elders with a feeding

L () Within 14 calendar days after admission,

i excluding readmissions in which there is no

! significant change in the resident's physical or

' mental condition. (For purposes of this section,

| "readmission” means a retum to the facility
 following a temporary absence for hospitalization
| or therapeutic leave.)

i (iii)Not less than once every 12 months,

| This REQUIREMENT s not met as evidenced

i by:

! Based on medical record review and interview

! the facility failed to accurately assess the use of a
! feeding tube for 1 resident (#53) of 20 residents
; reviewed.

tube will be completed weekly for one month,
followed by a 20% audit of assessments 3/12/18

monthly for three months.

| E
!

i
I
|
i

i
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i Disease.

documentatlon

i admitted to the facility on 12/30/17 and
{ readmitted 1/17/18 with diagnoses including Adult .
i Failure to Thrive, Vitamin D Deficiency, ‘
| Dysphagia Oropharyngeal Phase, Schizaphrenia,
t Anxiety Disorder, Chronic Kidney Disease,
i Hypettension and Gastro-esophageal Reflux

i Medical record review of the 14-day Minimum

! Data Set (MDS) dated 1/31/18 revealed Resident :
#53 had short and long term memory problems, -

| was totally dependent for eating, transfers, bed

: mobility, toileting and Activities of Daily Living.

! Continued review revealed the resident was not

| assessed for need of a feeding tube which was
i evident through other medical record

; Medical record review of a Progress Note dated
| 1/4/18 revealed "...[named Resident #53]

! continues to have difficulty working with speech
i therapy and does not appear to be swallowing

| ‘well. He is at risk for aspiration and weight loss. |
i have referred him for a PEG [Percutaneous !
i Endoscoplc Gastrosotomy; feeding tube] tube to
 be inserted as soon as possible...” Continued

i review of a Progress Note revealed Resident #53 i
:was sent to the local hospital on 1/9/18 and

! returned to the facility on 1/17/18. Further review
of a Physician's Order Sheet revealed

1 "...INCREASE TUBE FEEDING BY 10 ML
.’[mllhhters] AN HOUR EVERY 6 HOURS UNTIL

; GOAL RATE OF 60 ML IS REACHED...

Interview with MDS Coordinator #1 on 2/22/18 at
10:30 AM in her office revealed she was

|
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i | . i
: : ! ‘
! ) i |
F 636 | Continued From page 2 ! FB636 ;
{ Findings include: "
i 3
i . . . 5
i Medical record review revealed Resident #53 was |

i

|
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1. . ; 'i

F 636 | Continued From page 3 ,[ F 636;

. . ] |

| responsible for completing the 14-day MDS for | -.

| Resident #53. RN #1 confirmed the resident does | !

g have a feeding tube and the facility failed to

i accurately assess Resldent #53 for the need of a | |

i feeding fube which was evident through other 1

| - medical record documentation and not reflected !

. on the 14-day MDS. _ —
F 540@ What corrective action will be accomplished

F 640 [ Encoding/Transmitting Resident Assessments
ss=D : CFR(s): 483.20(f)(1)-(4)

E §483.20(f) Automated data processing ;
| requirement- |
| §483.20(f)(1) Encoding data. Within 7 days after !
, a facility completes a resident's assessment, a '
 facility must encode the following information for
‘ each resident in the facility:

| {i) Admission assessment.

i (il Annual assessment updates.

i (iil) Significant change in status assessments.

i (iv) Quarterly review assessments.

I {v) A subset of items upon a resident's transfer,

. reentry, discharge, and death.

i (vi) Background (face-sheet) information, if there
is no admission assessment.

' §483.20(f)(2) Transmitting data. Within 7 days |
 after a facility completes a resident's assessm ent, |
! a facility must be capable of transmitting to the
CMS Systern information for each resident
contained in the MDS in a format that conforms to
standard record {ayouts and data dictionaries,

and that passes standardized edits defined by

:( CMS and the State.

§483 20(f)(3) Transmittal requirements. Within |
| 14 days after a facility completes a resident's
i | assessment, a facility must electronically transmit | ‘
i encoded, accurate, and complete MDS data to

i |

: for those residents found to have been
affected by the deficient practice:

On 2/21/18 the MDS death tracking record
for resident #1 was transmitted.

How will you identify other residents having
the potential to be affected by the same
deficient practice and what corrective action

will be taken

Beginning 2/23/18 a 100% audit of all elders
that passed away in the past six months was
completed to ensure that the death tracking
! record was transmitted.

What measures will be put into place/What
systematic changes you will make to ensure
that the deficient practice does not recur.

On 2/23/18, both MDS coordinators were
educated by the facility administrator and
regional MDS Consultant that the MDS death
tracking record must be transmitted in 14

days.

I
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F 640 | Continued From page 4

i the CMS System, including the following:

i {i)Admission assessment. :
i (i) Annual assessment. {
| (i) Significant change in status assessment. i
E (iv) Significant correction of prior full assessment.
 (v) Significant correction of prior quarterly
: assessment,
| (vi) Quarterly review. !
: (vii) A subset of items upon a resident's fransfer, |
‘ reentry, discharge, and death. 3
i (viliy Background (face-sheet) information, for an |
initial transmission of MDS data on resident that

‘ does not have an admission assessment.

§483 20(f)(4) Data format. The facility must

' transmit data in the format specified by CMS or,
| for a State which has an alternate RAl approved
i by CMS, in the format specified by the State and

: approved by CMS. :

{ This REQUIREMENT is not met as evidenced |
i by: i
. Based on medical record review and Interview, !
i the facility failed to transmit the Minimum Data
Set (MDS) death tracking record within 14 days
i for 1 resident (#1) of 29 residents reviewed.

Findings include:

|

Medical record review revealed Resident #1 was
admitted to the facility on 6/3/14 with diagnoses
i including Dementia, Heart Failure, Chronic Pain
-Syndrome and Depression. Continued review
| revealed the resident passed away in the facmty
son 12/19/17.

r Medical record review of the MDS Nursing Home
| i and Swing Bed Tracking Item Set dated 12/19/17
! revealed it had not been transmitted.

i How will the corrective actions(s) be
{ monitored to ensure the deficient practice

! will nor recur:

| Beginning on 2/23/18 the facility
i! administrator will sign off on the Missing
} Assessment report in SimpleLTC, MDS status
F report from IHN(both active and inactive) to ’
i ensure they are marked transmittable. This
| audit will continue weekly for 30 days days .
and then monthly for three months. Results r
;  of the audits will be reviewed in the monthly :
' QAPI meeting to ensure compliance. Any :
deficient practice will be corrected ;3/12/18

i immediately.

i
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F 640 | Continued From page 5 . Fe40: [
| Interview with MDS Coordinator #1 on 2/21/18 at |
: 12:06 PM in her office revealed Resident #1 |
 passed away on 12/19/17. Continued interview
i revealed the MDS death tracking record had not
i been transmitted as of this date. Further interview | i
 the MDS Coordinator confirmed the facility failed !
i o transmit the MDS death tracking record inthe | i
| required 14 days. ! !_
F 657 CarRe P|?28'§l“1212ng agd'Ri?_\_liSiOﬂ F 657! What corrective action will be accd'mplishec:j
§§=D 1 CFR(s): 483.21(b)(2)(i)-(iii) : for those residents found to have been
‘ : s - .
§483.21(b) Comprehensive Care Plans 1: affected by the deficient practlce:
1 §483.21(b)(2) A comprehensive care plan must | - On. 2-22-28 the DON and Nursing
b_e-D | P " ” . ; Administratior_\ reviewed the care plan for i
(i) Developed within 7 cays after compietion ot . : Resident (#52) and it was updated to reflect .

 the comprehensive assessment. , ' th _
' (ii) Prepared by an interdisciplinary team, that ' ; the current needs of the Resident. |
t includes but is not limited to-- : i !
“(A) The attending physician. i

i (B) A registered nurse with responsibility for the : . i
“How will you identify other residents having |

i resident. !

| (C) Anusse aide with responsibiity for the i the potential to be affected by the same |
! resident. i deficient i i ion|
| y ‘ practice and wh 1
' (D) Amember of food and nutrition services staff. : A cormective action|
l will be taken

| (E) To the extent practicable, the participation of
 the resident and the resident's representative(s).

| An explanation must be included in a resident’s Beginning on 3-5-17, Nursing Administration

i medical record if the participation of the resident reviewed current Eider’s care Plan to ensure
i and their.resident representative is determined appropriate interventions to support post fall, |
?é’éﬁéi‘fféc?fﬁ: ;?; rt‘he development of the Ellders tha'f had fallen within the last 90 days |
(F) Other appropriate staff or professionals in will be reviewed and ensure that appropriate
disciplines as determined by the resident's needs interventions are in place on care plan to aid
or as requested by the resident. ] in prevention of future falls. Care Plans will
i

(iii)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review |

be updated to reflect any changes needed.

assessments.
1 i f
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i

' F 657‘5What measures will be put into place/What ’
?systematic changes you will make to ensure
;.that the deficient practice does not recur.

F 657 | Continued From page 6
iThis REQUIREMENT is not met as evidenced

| Based on facility policy, medical record review, |
| and interview, the facility failed to update the care | | Beginning on 2-22-18 Nursing Administration

i plan for 1 resident (#52) of 29 reviewed, i fstarted education regarding the need to

| : lensure that the care plan is updated following

| Findings include: |
! ta fall. On-going education will continue to

Review of the facility policy for "Falls" dated {achieve compliance.

| 6/1/2015 revealed “...The care plan will be
: reviewed following each fall, quarterly, annually,
i and with each significant change. Interventions

,[During the Daily Clinical Meeting (Monday-
Friday) a review of each fall occurrence will be

| are to be revised as indicated by the i _
 assessment..." ; done and care plan will be checked to ensure
;appropriate intervention is in place.
i; Medical record review revealed Resident #52 was | ‘Education started on 2-22-18 to the Nursing
i admitted to the facility on 7/19/17 with diagnoses |staff that following an event they must
[ including Dementia without Behavioral f |

i update the care plan and ensure that

i Disturbances, Hypoglycemia, Bradycardia,
| Hypertension, Encephalopathy, History of Falls,
! and Need Assistance with Personal Care.

' mterventlon is appropriate. The nursing staff
have been educated to call the Administrative
iNurse on call to guide them through the
]process as necessary. If non-compliance is
identified re-education will occur with
progressive discipline as needed. A review of
weekly falls will be done in the weekly clinical

Medical record review of the facility investigation ! .meeF'ng with Fhe Elder.s e t? SaSHEHhgs ‘
dated 9/29/17 revealed "...Resident used the . | the intervention remains effective and on the
pathroom in the trash can and fell off of if..." with |
no injury documented,

' Medical record review of the Quarterly Minimum
Data Set (MDS) dated 10/24/17 revealed
Resident #52 had a Brief interview for Mental
Status (BIMS) of 2 indicating severe cognitive
impairment.

care plan as an updated intervention.

Medical record review of the the facility
investigation dated 11/26/17 revealed "...CNA and
this nurse [Licensed Practical Nurse #3] heard a
noise in hallway. Ran to room and observed elder |
sitting in the floor in urine with her pants down in

front of her basin. Trash can was turned on side |
Event |D:PX4511 Faciiity [D: TN8305 If continuation sheet Page 7 of 17
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F 657 | Continued From page 7 |
: at elder's side. Elder stated she was attempting to !
i use the bathroom and it turned over..." !
| |
{ Medical record review of the Care Plan revealed it |
fwas not updated with a new a new falf
| intervention related to incident or at all. '
{Interview with LPN #2 on 2/21/18 at 1:33 PMin

the sitting room revealed Resident #52 had "good

' balance” unless her back was hurting; !
f encouraged to sit down. Resident #52 “is one of
i my exit seekers”,

i interview with LPN #3 on 2/22/18 at 2:43 PM at
: the nurse's station #2 revealed Resident #52 was !
| in her room on 9/29/17, she got up and sat on the !
[ trash can to "pee and poop” and lost her balance.
i Resident #52 had exhibited these behaviors
prewousiy 9/29/17. Continued interview revealed
' | "Resident #52 gets up and walks when she wants |
3 and if you walk with her sometimes she can ;
: become combative with you". ]
| _

1[ Interview with Certified Nurse Aide (CNA) #1 on
| 2/22/18 at 2:51 PM at the nurse’s station #2 ;
i revealed Resident #52 ambulates to the
i bathroom by herself. Further interview revealed |
i the only time she needs assistance is when her '
 back starts hurting. Resident #52 refuses care at |
i times when she is in a bad mood.

i Interview with the Director of Nursing {DON) on
1 2/22/18 at 3:40 PM in her office revealed that
| staff was aware of Resident #52's falls relating to ;
' confusion of using the trash can as a toilet.

{ Continued interview with the DON confi rmed the {
facnhty failed to update the care plan for Resident |

i #52.

F 657! How will the corrective actions(s) be
, monitored to ensure the deficient practice :

{ will nor recur:

‘ Beginning on 3-2-18 members of the QA&A
! committee will review the effectiveness of :
i the systematic changes and review of falls
wuth interventions listed on the care plans to |
i ensure compliance is achieved x 30 days and ! 3/12/18
i ' then monthly x 3 months. |
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|
F 689 What corrective action will be accomplished
F 689 for those residents found to have been !

affected by the deficient practice:

F 689 Continued From page 8
F 689 | Free of Accident Hazards/Supetrvision/Devices
55=D ; CFR(s): 483.25(d)(1)(2)

. §483,25(d) Accidents. | 1
's}he fﬁCI[(lt)z must ensure that - ; On 2-22-28 the DON and Nursing !
 §483.25(d)(1) The resident environment femains | | Administration reviewed the care plan for
i as free of accident hazards as is possible; and ; ! i Resident (#52) and it was updated to reflect !

| | ! the current needs of the Resident. The '

- |

§483’2.5(.d)(2)EaCh (eSIdent rec?ives adequate ' nursing Administration team assessed the |
- supervision and assistance devices to prevent | ; , :
" accidents. : | Elder’s room on 2-22-18 to ensure a safe I
: This REQUIREMENT is not met as evidenced | environment. i
tby: ;

Based on facility policy, medical tecord review,
i and interview, the facility failed to maintain a safe :

! environment for 1 resident (#52) of 29 reviewed. i How will you identify other residents havmg
SRR i I to be affected by th '
 Findings include: | the potential to be affected by the same i
: i deficient practice and what corrective actlon
i Review of the facility policy for “Falls" dated ? will be taken i

16/1/2015 revealed "... The care plan will be ; ' :
: reviewed following each fall, quarterly, annually, | | Beginning on 3-5-17, Nursing Administration ‘
andtW'éh eaclh s(ljgmﬂca;t czladnge trl]nten/entlons ¢ | reviewed current Elder’s care Plan and

are to be revised as indicated by the assessmen .

- Falls resulting from environmental factors will be assessed her room for safety concerns, any
reviewed at monthly Safety Committee..." E

noted concern was corrected. Elders that
have fallen within the last 90 days will be

| Medical record review revealed Resident #52 was reviewed and will have their

| gdmut{ed to the faplhty_ on 7/19/17 ywth diganoses ' room/environment checked for safety

‘ including Dementia without Behavioral , ded. A 100%
Distubances, Hypoglycemia, Bradycardia, concerns and corrected as needed. A A

Hypertension, Encephalopathy, History of Falls,

-audit will be completed on all Elder’s rooms

' and Need Assistance with Personal Care. | and common areas to assess for safety
: ' i
i concerns and corrected as needed. Weekl
i Medical record review of the Quarterly Minimum ash ‘ ¥
during rounding the safety needs of the

| Data Set (MDS) dated 10/24/17 revealed

i Resident #52 had a Brief Interview for Mental
| | Status (BIMS) of 2 indicating severe cognitive

{ impairment. }
FORM CMS. 2567(02 99) Previous Versions Obsolete Event 1D PX4511
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F 689 1 Continued From page 9
Medical record review of the facility investigation

dated 9/29/17 revealed "...Resident used the
E bathroom in the trash can and fell off of it...”

| Medlcal record review of the Care Plan revealed it |
} was not updated with & hew a new fall
_| intervention.

I Medlcal record review of the the facility i
i investigation dated 11/26/17 revealed "...CNA and |

| | this nurse [Licensed Practical Nurse #3] room i
*and observed elder sitting in the floor in urine with |
 her pants down in front of her basin. Trash can |

{ was turned on side at elder's side. Elder stated |

i she was ’attempting to use the bathroom and it |

f turned over..." |

! Interview with LPN #3 on 2/22/18 at 2:43 PM at
the nurse's station 2 revealed Resident #52 was
1in her room on 9/29/17, she got up and sat on the
i frash can to “pee and poop" and lost her balance.
' Resident #52 had exhibited these behaviors

i previously 9/29/17.

| ! {nterview with the Director of Nursing (DON) on
12/22/18 at 3:40 PM in her office revealed that

| staff was aware of Resident #52 falls relating to :
! confusion of using the trash can as a toilet. ;
Continued interview with the DON confirmed the |
facility failed to maintain a safe environment for |
Resident #52.

Drug Regimen Review, Report trregular, Act On
CFR(s): 483.45(c)(1)(2)(4)(5)

F 756
§S=D

§483.45(c) Drug Regimen Review.
§483.45(c)(1) The drug regimen of each resident
must be reviewed at least once a month by a

!
1
!

F 6895 corrected as needed, beginning 3-9-18.

| What measures will be put into place/What :
systematic changes you will make to ensure
: that the deficient practice does not recur.

1 Beginning on 3-5-18 Nursing Administration

’ started education regarding safety and a safe
‘ environment for our Elders. Beginning on 3-
9-18 the Administrative team will begin round
rounding 3 times weekly to observe for safety
: concerns and will correct any concerns
;identified. On-going education will continue
_ito achieve compliance.

| i How will the corrective actions(s) be
| imonitored to ensure the deficient practice
|

{will nor recur:
|

uBeginning on 3-2-18 members of the QA&A
commlttee will review the effectiveness of
the systematic changes and review any safety
‘concerns to ensure compliance is achieved x
130 days and then monthly x 3 months.

3/12/18

[
}
|
F 756/
|

1

|
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| . | 'What corrective action wil ished!
F 756 | Continued From page 10 | F 756 a rrec-lve action will be accompllshedE
- . ! : for those residents found to have been
i licensed pharmacist. | i . i
{ ' : affected by the deficient practice:

1 §483.45(c)(2) This review must include a review

of the resident's medical chart, 10n. 2-22-28 the DON reviewed the Drug

/Regimen Review for Resident #53, contact |

l §483u?5(t0)(4% Tt?ze prt}tarr?jaCISt rr]nUSt reportdat?\y :was made with the MD and an appropriate |
i irregularities to the attending physician and the | i dentife T
! facility's medical director and director of nursing, | EresPonse ivas obtaned tojcanect iy |
 and these reports must be acted upon. : _;the need that was recommended on the Drug
i (i) Irregularities include, but are nat limited to, any , {Regimen Review. The order was obtained |
drug that meets the criterla set forth in paragraph !and written and the Elder’s care plan was 1
(d) of this section for an unnecessary drug. lupdated to reflect the current needs of the
L i (ii) Any irregularities noted by the pharmacist i :
 during this review must be documented on a : i Elder.
'separate written report that is sent to the : . . . o
| attending physician and the facility's medical | 'How will you identify other residents having ;
i director and director of nursing and lists, at a i the potential to be affected by the same !
 minimum, the resident's name, the relevant drug, | deflaent practice and what corrective action!
1and the irregularity the pharmacist identified. W|II be taken ,I
i (fii) The attending physician must document in the :
resident's medical record that the identified B ” q :
irregularity has been reviewed and what, if any, eginning on 2-22-18, Nursing Administration
action has been taken to address it. If there is to -reviewed current /drug Regimen Review and .
be no change in the medication, the attending contacted the attending MDs and obtained
physician should document his or her rationale in | orders as needed to ensure the Drug Regimen,
Review was followed or if not appropriate ’

the resident's medical record.
documentation was made for risk verses

benefit.

f

§483 45(c)(6) The facility must develop and

| maintain policies and procedures for the monthly
drug regimen review that include, but are not i :
limited to, time frames for the different steps in =~ | What measures will be put into place/What |
 the process and steps the pharmacist must take | systematic changes you will make to ensure !

i ' when he or she identifies an irregularity that that the deficient practice does not recur.
i requires urgent action to protect the resident. i i -.
1 Thrs REQUIREMENT is not met as evidenced ! !

.I Based on medical record review and interview, | :
i the facility failed to ensure a documented ! E

| response was given to a Medication Regimen ;
Facilily ID: TN8305 If continuation sheel Page 11 of 17
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F 756 | Continued From page 11 L F756)
H . . . i L
1_ Reytew for 1 resident (#53) of 29 residents :  Beginning on 3-9-18 Nursing Administration
: reviewed. : i will review the Drug Regimen Review during
Findings include: : l the weekly clinical review meeting to ensure
appropnate responses are being obtained and
Medical record review revealed Resident #563 was | | are documented on each Drug Regimen i
! admitted to the facility 12/30/17 and readmitted i Review. The MDs will be educated on :
i 1/17/18 with diagnoses including Adult Failure to i . ) i
- Thrive, Vitamin D Deficiency, Schizophrenia j response and appropriate documentation of |
?Anxiety Disorder and Major Depressive Disorder. | “Risk Verses Benefit” as needed on the DRR, |
ithe education will be completed by 3-31-18.
Medlcal record review of the 14-day Minimum ‘ ___7;/
| Data Set (MDS) dated 1/31/18 revealed Resident | How will the corrective actions(s) be
| #53 had short and long term memory problems. ' : - .
[ Continued review revesled the resident had i ‘T:Inr:?red o ensure the deficient practice
 received antianxiety medication during the _' rrecur:
look-back period. i L
i Beginning on 3-2-18 members of the QA&A
i Medical record review of a Medicatlon Regimen | icommittee will review the effectiveness of |
Review dated 1/8/18 revea!e(g '; Th?hfollowing i the systematic changes; a review the Drug |
PRN [as needed] medication(s) has/have not 1 Regimen Review f : . oy 3
peen used in this resident during the month (Jan : begco let (; (;N ,Or a':]pmp”a'_ce actions will
1-8) based on mar [Medication Administration mpleted during the meeting x 30 days 3/12/18
Record]. Please consider evaluation of continued | and then monthly x 3 months.
i need or discontinuation...Medication(s): diazepam |
 [antianxiety medication]..." Further review g -
revealed the document was signed by the | !
attending physiclan on 1/18/18 but no response g |
was chosen by the physician.
| |
Interview with the Director of Nursing (OON)on ! i
2122/18 at 10:53 AM in the conference room, |
. after review of the Medication Regimen Review, |
| confirmed the facility failed to ensure a | |
documented response was given to a Medication g
Regimen Review for Resident #53. !
F 758 | Free from Unnec Psychotropic Meds/PRN Use | F 758!
i
s5=D | CFR(s): 483.45(c)3)(e)(1)-(5) l ]
1 H
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! !
F 758 What corrective action will be accomplished |
 for those residents found to have been J=

1

F 758 Continued From page 12

i §483.45(e) Psychotropic Drugs. ' éaffected by the deficient practice: r
§483.45(c)(3) A psychotropic drug is any drug that | ;
affects brain activities associated with mental {On. 2-22-18 the DON and Nursing {

| progesses and behavior. These drugs include, ; Administration reviewed Resident # 53 and #

 but are not limited to, drugs in the following ! e . i
categories: ; E61 physician orders with respect to {
(i) Anti-psychotic; : psychotropic medications. The MD was
(ii) Anti-depressant; i contacted and orders were obtained to
(iii) Anti-anxiety, and  correct the concern.

(iv) Hypnotic %
=: . i How will you identify other residents having
.; Based on a comprehensive assessment of a : ;the potential to be affected by the same
i resident, the facility must ensure thai-— l deficient practice and what corrective action

 5483.45(¢)(1) Residents who have not used will be taken

. psychofropic drugs are not given these drugs P ] o )
 unless the medication is necessary fo treata . :Beginning on 2-22-18, Nursing Administration
. specific condition as diagnosed and documented i did a 100 % audit on orders for PRN

[ in the clinicat record; i psychotropic medications, the MD was

notified and an updated order was received

| §483.45(e)(2) Residents who use psychotropic
to schedule the medication routinely, to

j, drugs receive gradual dose reductions, and

! behavioral interventions, unless clinically discontinué the medication or to put a 14 day
E drugs; renewed the MD will assess for “Risk verses

|
l
]
‘.
{ contraindicated, in an effort to discontinue these lst_op date. As these medications come to be i
l

| §483.45(e)(3) Residents do not receive Benefits” and document the continued need

| psychotropic drugs pursuant to a PRN order jor discontinue the medication. The nursing
 unless that medication is necessary totreata :  staff have been educated on the procedure
| diagnosed specific condition that is documented | 'beginning on 2-26-18 and on-going.

% in the clinical record; and :
! §483.45(e)(4) PRN orders for psychotropic drugs 1 { I,
[are fimited to 14 days. Except as provided in ; : |
| §483.45(e)(5), if the attending physician or

| prescribing practitioner believes that it is i

! appropriate for the PRN order to be extended j |
| @ i |

Facility 1D: TN8305 if continuation sheet Page 13 of 17

FORM CMS-2567(02-99) Previous Versions Obsolele Event 1D:; PX4511




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS EOR MEDICARE & MEDICAID SERVICES. ...,

PRINTED: 03/02/2018
FORMAPPROVED

OMB NO. 0838-0381

beyond 14 days, he or she should document their

rationale in the resident's medical record and
indicate the duration for the PRN order.

| §483.45(e)(5) PRN orders for anti-psychotic
: drugs are limited to 14 days and cannot be

| renewed unless the attending physician or

i prescribing practitioner evaluates the resident for
. the appropriateness of that medication.

: This REQUIREMENT is not met as evidenced
| by:

: Based on review of pharmacy documentation,
| medical record review and interview the facllity
 failed to ensure as needed psychotropic

medications were limited to 14 days or had a

! documented rationale for confinued use for 2

residents (#53, #61) of 29 residents reviewed.

Findings include:

Review of a PharMerica document dated
11/28/17 revealed "...PharMerica Client,
PharMerica has created the new Baily

Psychotropic New Starts Report that highlights
residents starfing @ new psychotropic drug during
 the previous day. This new report is designed to

! help your facility identify PRN [as needed]
{ antl-psychotic and psychotropic orders that have

a 14-day limit requirement and insure proper
documentation and policies are following for

residents starting on psychotropic medications.

The Daily Psychotropic New Starts Report is

available...starting on 11/28/17.."

Medical fecord review revealed Resident #53 was
admitted to the facility 12/30/17 and readmitted
1/17/18 with diagnoses including Adult Failure to
Thrive, Vitamin D Deficiency, Schizophrenia,
Anxiety Disorder, Chronic Kidney Disease,
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11 | H '
F 758 | Continued From page 13 i F 758} What measures will be put into place/What :

! systematic changes you will make to ensure
| that the deficient practice does not recur.

1 Beginning on 2-22-18 Nursing Administration
; initiated education regarding the need for a

i stop date on all PRN psychotropic
medications, ongoing education will continue.

Beginning on 3-5-18 during the Daily Clinical
Meeting (Monday-Friday) a review of each
telephone order will occur to ensure that that
any new order for PRN psychotropic
medication has a 14 day stop date or a “Risk

' vs Benefit” documentation has been
completed by the MD to continue the
medication. If there is an order that does not
meet the criteria the correction will be made
with the MD immediately following the
Clinical Meeting. If non-compliance is
identified re-education wilt occur with
progressive discipline as needed. A review
will be completed weekly during the “Weekly
Clinical Review” meeting of PRN psychotropic
medications to ensure that appropriate
criteria is met. Any medication order that is
! not compliant with the current standard will
be reviewed with the MD/Nurse to ensure
compliance to current standards.

i i
] 1
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F 758 | Continued From page 14

- Hypertension and Major Depressive Disorder.
L

- Medical record review of the 14-day Minimum
| Data Set (MDS) dated 1/31/18 revealed Resident
{ #63 had short and long term memory problems.
i Continuéd review revealed the resident had

‘ received antianxiety and antidepressant i
' medication during the look-back period. !

i Medical record review of a Physician Order Sheet |
 signed by the physician on 1/8/18 revealed :
i " VALIUM [antianxiety medication] 5 MG

 [milligrams] (DIAZEPAM) TAKE 1 TABLETBY
: MOUTH EVERY 8 HOURS AS NEEDED..."

i Medical record review of a Physician Order Sheet !
' signed by the physician on 2/6/18 revealed ;
v VALIUM 5 MG, (DIAZEPAM) TAKE 1 TABLET |
i BY MOUTH EVERY 8 HOURS AS NEEDED..." |
: Continued review revealed this order was i
i discontinued on 2/4/18. Further review revealed a
 new order was written 2/4/18 *...Valium 5mg 1 tab |
| per tube every 4 hours as needed...”

| Medical record review of the Medication
; Administration Records for January 2018 - i
- Feburary 2018 revealed Resident #61 had "
| received Valium/Dlazepam on the following dates:
1 1/24/18, 1/26/18, 1/28/18, 1/31/18, 2/3-4/18,

i 216-7/18, 2/10-14/18, 2/16/18 and 2/20/18.

| Medical record review revealed no documented
i rationale from the attending physician to support
i continuation of as needed antianxiety medication |
| beyond 14 days for Resident #53. |

| Interview with the Director of Nursing (DON) on
1 2/22/18 at 10:53 AM in the conference room,
 after review of the medical records, confirmed the 3

F 758_! How will the corrective actions(s) be

| monitored to ensure the deficient practice ‘
1 will nor recur:

Beginning on 3-2-18 members of the QA&A |
committee will review the effectiveness of :
: the systematic changes with a review of any [
PRN psychotropic medication ordered duringg
the month to ensure correctness of the :

l order/administration of the drug x 30 days

i and then monthly x 3 months.

|
t

3/12/18
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i facility failed to ensure as needed antianxiety
i medicalions were limited to 14 days or had a i
i documented rationale for continued use for
‘ Resident #563. :
! !
! Medical record review revealed Resident #61 was |
{ admitted to the facility on 8/24/17 and readmitted i
i on 2/16/18 with diagnoses including Dementia, |
i Panic Disorder, Insomnia, Major Depressive '
i Disorder, Cognitive Communication Deficit and
! Chronlc Obstructive Pulmaonary Disease.

! Medical record review of the Quarterly MDS
t dated 1/30/18 revealed Resident #8171 had

i received antianxiety medication during the

‘ assessment look-back period.

: Medical record review of a Physician's Order

. Sheet signed by the physician on 12/7/17

' revealed .. LORAZEPAM 0.5 MG TABLET

| (LORAZEPAM) TAKE ONE TABLET BY MOUTH
| BIDAS NEEDED FOR ANXIETY...All orders are
tvalid from 12/1/17 to 12/31/17 unless otherwise
{indicated..."

|

{ Medical record review of a Physician's Order

| Sheet signed by the physician on 1/4/18 revealed
i “..ATIVAN [antianxlety medication] 0.5 MG .,_
i TABLET (LORAZEPAM) ONE TABLET BY |
MOUTH TWICE DAILY AS NEEDED.. Alf orders |
are valid from 1/4/17 to 1/31/17 unless otherwise
{indicated...""

Medical record review of a Physician's Order {
Sheet signed by the physician on 2/6/18 reveaied :
| "...LORAZEPAM 0.5 MG TABLET (LORAZEPAM)
| TAKE ONE TABLET BY MOUTH TWICE DAILY

AS NEEDED FOR ANXIETY...All orders are valid ‘
from 2/1/18 to 2/28/18 unless otherwise :

i
1}
i
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Medical record review of the Medication

! Administration Records for December 2017 -
i i February 2018 revealed Resident #61 had

' received Lorazepam/Ativan on the following

| dates: 12/13/17, 12/16/17, 12/18-19/17,

[ 12/22-26/17, 12/30-31/17, 1/12/18, 1/23/18,

1 2/16/18, 2/19/18, and 2/21-22/18.

Medical record review revealed no documented
; rationale from the attending physician to support
cont:nuatlon of as needed antianxiety medication

beyond 14 days for Resident #61.

lntervuew with the DON on 2/22/18 at 2:10 PM in
i her office, after review of the medical records,
| conflrmed the facility failed to ensure as needed

| antianxiety medications were limited to 14 days or | :

i had a documented rationale for continued use for

ReS|dent #61.
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